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Abstract 1 
Objective 2 
To explore husbands’ beliefs and roles towards utilisation of maternity waiting homes 3 
(MWHs) in Kalomo district, Zambia.  4 
Methods 5 
We conducted a qualitative study using in-depth interviews (st April to 31st May, 2014) to 6 
explore husbands’ perceptions and roles regarding utilisations of MWHs. The inclusion 7 
criteria comprised being aged between 18-50 years, and being married to a woman of 8 
reproductive age.  9 
  10 
Results 11 
24 husbands were interviewed in 7 rural health centres with MWHs. They perceived 12 
many potential benefits from using MWHs including improved access to facility-based 13 
skilled delivery services and treatment in case of labour complications. Their many roles 14 
included decision-making, finding money for transport, food and buying cleaning 15 
materials and clothes for the mother and the baby to use during and after labour. 16 
However, limited financial resources made it difficult for them to provide for their wives 17 
and babies and usually led to husbands’ delay in making decisions for their wives’ use 18 
of MWHs. Further, poor conditions in MWHs and the lack of basic social and healthcare 19 
needs in MWHs made some husbands forbid their wives from using the MWHs facilities. 20 
2 
 
Conclusion 1 
These findings suggest important intervention targets for improving access to MWHs 2 
and skilled birth attendance.  3 
 4 
 5 
 6 
 7 
 8 
 9 
 10 
 11 
 12 
 13 
 14 
 15 
 16 
 17 
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Introduction 1 
Many women in rural Zambia do not receive assistance from skilled birth attendants [1-2 
3] due to limited access to health facilities and pregnant women have to walk long 3 
distances to reach them [4-11].   4 
To increase access, maternity waiting homes (MWHs) have been established in many 5 
developing countries, including Zambia [12,13]. The World Health Organisation (WHO) 6 
has defined MWHs as “residential facilities, located near a qualified medical 7 
establishment, where women with high-risk pregnancies can wait for their delivery and 8 
be transferred to a nearby medical facility shortly before delivery, or earlier, should 9 
complications arise” [12].  10 
Currently, evidence to support the effectiveness of MWHs to increase access to skilled 11 
care for populations living in remote areas or with limited access to services is low [14]. 12 
However, studies conducted in developing countries suggest that MWHs could help 13 
improve maternal and newborn health outcomes [13, 15-17]. For example, in Ethiopia, 14 
Kelly et al [16] reported that women attending MWHs before hospital admission had 15 
lower maternal mortality rates and stillbirths compared to those who were directly 16 
admitted to a hospital. 17 
 18 
Moreover, studies show that women have a positive attitude towards MWHs [15, 18]. 19 
Nevertheless, utilisation of MWHs is still low in most developing countries [13, 15-19] 20 
due to various reasons including lack of financial resources for use while staying in the 21 
MWHs and women’s lack of decision-making autonomy [18, 21-23].  For example, a 22 
4 
 
study in Ghana [20] reported that women could only use facility-based delivery services 1 
if they obtained permission from their husbands. Moreover, Mpembeni et al [22] showed 2 
that single Tanzanian women with some financial autonomy were more likely to use 3 
institutional delivery services than married women.  4 
There is a lack of evidence on husbands’ perspectives and their role in supporting their 5 
families to seek healthcare services. One qualitative study conducted in Egypt [23] 6 
involving women of reproductive age, men and old women showed that husbands 7 
played an important role in supporting their families and helping their wives in seeking 8 
healthcare services.  9 
The aim of this study is to explore husbands’ experience and beliefs about their role as 10 
decision-makers, providers for their wives’ healthcare needs during pregnancy and 11 
childbirth, and utilisation of MWHs. This understanding is important as it will provide a 12 
starting point for interventions focusing on improving utilisation of MWHs and facility-13 
based skilled delivery services in rural Zambia. 14 
 15 
Materials and Methods 16 
This qualitative study was conducted in Kalomo district, Zambia. The Tropical Diseases 17 
Research Centre Ethics Review Committee and the Ministry of Health Research and 18 
Ethics Committee in Zambia granted ethical approval.  19 
5 
 
The district has an estimated population of 275, 779 with an annual growth rate of 4.4 1 
%. The district has two first level referral hospitals, thirty-four health centres and several 2 
health posts. Of the 34 health centres, only ten have MWHs.  3 
  4 
Study participants comprised husbands purposefully selected from 7 health centres with 5 
MWHs using multi stage convience sampling. First, all the 10 health centres with MWHs 6 
in the district were identified. Second, senior health officers in-charge these centres 7 
were contacted regarding the purpose of the study. They were also asked to inform 8 
mothers about the study during the under five clinic. Next, mothers were advised to 9 
inform their husbands about the study and ask them for possible participation.. 10 
Husbands who were willing were asked to come to the clinic with their wives during their 11 
next under five clinic visit.  12 
Convience sampling was used in order to increase the chances of selecting husbands 13 
who met the inclusion criteria. For eligibility, husbands should be aged 18- 50 years, 14 
married to a woman of reproductive age (i.e. aged 15-45 years) who had given birth 15 
within the last year− either at the clinic or at home− and have resided in the area for 16 
more than six months. Those who had lived in the district for less than six months were 17 
excluded because the investigators thought these husbands would not have had 18 
enough local experience on MWHs and facility-based delivery in the area.  19 
 Furthermore, a multi stage convenience sampling technique was used to select 20 
respondents from different health centres, villages and families which, in turn, would 21 
allow researchers to elicit and encounter as many different views as possible from the 22 
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selected respondents. This would provide a holistic investigation of differences in beliefs 1 
and roles based on their experience with the MWHs. This, in turn, would provide in-2 
depth insight into the subject under investigation [24].  3 
Interviews were conducted in Tonga by two trained research assistants outside health 4 
centre premises, normally under the shade of a tree. To ensure privacy and 5 
confidentiality, each IDI was conducted in a quiet place, and lasted between 30 and 50 6 
minutes.  7 
Before each interview, written consent was obtained from participants by requesting 8 
them to read and sign the consent form, which was translated into Tonga. Next, each 9 
respondent was asked to complete a short demographic questionnaire. For those who 10 
could not read, research assistants read the consent form and the questionnaire and 11 
filled it in. One research assistant conducted the interview, while the second one 12 
recorded the session using a digital voice recorder.  13 
A semi-structured interview guide, translated into Tonga, was developed based on a 14 
literature review and researchers’ experiences and findings from their previous studies 15 
in the area [5,6,18].  Husbands’ perceptions on the perceived benefits, decision-making 16 
process, perceived barriers, and the husbands’ roles in their wives’ use of MWHs, were 17 
explored. 18 
A total of 24 IDIs were conducted with husbands in 7 health centres with MWHs. After 19 
this number, data saturation was achieved; that is, no more substantial information, and 20 
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the research team decided to stop the interviews and, thus, leave out the remaining 1 
three selected clinics. 2 
Voice recordings were transcribed and translated into English by research assistants. 3 
To check for accuracy, a few transcripts (20%) were back−translated into Tonga. 4 
Research team members then compared the Tonga and English versions for 5 
differences and similarities while listening to the original voice recording. Each transcript 6 
was then thoroughly read by one research assistant while the other one was listening to 7 
the corresponding voice recording. After proof-reading and corrections, transcripts were 8 
saved on a password-protected computer and later exported into Nvivo10 MAC for 9 
processing. Data were then coded and categorised. An inductive approach was used to 10 
identify the key themes by content-analysing and grouping all the similar statements 11 
made with respect to particular themes. Demographic information for the respondents 12 
was analysed using descriptive statistics in IBM SPSS Statistics 21.  13 
Results 14 
Table 1 summarizes the demographic characteristics of the 24 (n=24) respondents 15 
included in the study.  16 
Perceived benefits 17 
Most husbands perceived many benefits from using MWHs. They believed that MWHs 18 
increased access to facility-based skilled birth assistance and mitigated long distances 19 
and transport costs to health facilities. Staying in the MWHs made it easy for pregnant 20 
women to walk to the clinic to see the nurse or midwife as soon as they knew they were 21 
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in labour. Moreover, nurses and midwives would easily identify women with high risk of 1 
labour complications and provide treatment in time. Those with complications would be 2 
referred to the district hospital for further management and care.  3 
“The mothers' shelters provide a lot of benefits for the mother and the child, because it 4 
will be easy for them to walk to the clinic and tell the nurses that they need help” (39 5 
year old husband) 6 
Further, husbands indicated that MWHs provided accommodation facilities which made 7 
it easy for pregnant women to go with an accompanying family member and some of 8 
her small children if she had no one to leave them with at home.  9 
 10 
Perceived barriers 11 
In contrast, most husbands mentioned that their wives did not made use of the MWH 12 
during their last pregnancy. The main barriers that affected the decision to use MWHs 13 
were the lack of funds for food, cleaning materials and clothes for the mother and baby 14 
needed during and after labour. Husbands believed that health centre staff would refuse to 15 
attend to their wives if they did not take the necessary requirements. Consequently, 16 
those who failed to find the required resources either delayed making the decision to 17 
allow their wives to use MWHs or did not allow them at all.  18 
 19 
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“The main challenge being faced by husbands in this community is lack of money. Most 1 
of the times women don't come to the mothers’ shelter to wait for delivery because their 2 
husbands fail to provide them with food and other requirements” (36 year old husband) 3 
The other barrier affecting utilisation of MWHs was the poor and deplorable state of the 4 
MWHs. Most lacked basic social services such as sleeping space, beds, mattresses, blankets 5 
or beddings, water and toilets, as well as good sanitary conditions.  6 
Furthermore, poor quality of healthcare services at the MWHs was another important 7 
barrier to the use MWHs. Husbands who believed that healthcare staff did not conduct 8 
regular visits to check on pregnant women’s conditions while they were staying in the 9 
MWHs did not allow their wives to use MWHs. In addition, lack of an ambulance at the 10 
health centre discourage husbands from allowing their wives to use MWHs. Husbands 11 
believed health centres did not have ambulances; they depended on the one from the 12 
district hospital which took long to arrive at the health centre when needed and women 13 
with complications had to be transported for long distances on bad roads. 14 
 15 
Decision-making 16 
The decision-making process regarding utilisation of MWHs mainly involved the husband and 17 
wife sitting down to discuss preparations for the baby and whether the woman should go to the 18 
MWH or not. However, the final decision was made by the husband after taking into 19 
consideration potential risks of labour complications if the woman delivered at home, the 20 
benefits of using MWHs and giving birth at the clinic, as well as the factors that would make 21 
it difficult for the wife to use the MWH such as lack of funds for food and other requirements to 22 
10 
 
use at the MWHS, poor state of and services in MWHs, and failing to find a family member to 1 
remain with the children at home. Husbands who perceived these barriers did not allow their 2 
wives to use MWHs. 3 
 
 “We sit down with my wife and discuss the issue at hand and agree. I advise her 4 
that now that you are approaching, you have to stay at the mothers' shelter” (39 5 
year old husband) 6 
“I am the one to decide. Since it would lessen my burdens, I would allow my wife 
to go and stay at the shelter” (28 year old husband) 
Moreover, some husbands indicated that they allowed their wives to make the final decision and 7 
that some women made the final decision. For unmarried women, parents made the final 8 
decision, while sisters, mothers, mothers in- law and grandmothers played an important role in 9 
case of young couples. In contrast, some husbands argued that they consulted friends and 10 
neighbours.   11 
Husbands’ roles 12 
The husbands’ major roles and responsibilities included making the final decision on the 13 
use of MWHs, finding money for the things that were needed during and after labour 14 
including cleaning materials and clothes for the mother and baby, and to ensure 15 
availability of enough food for the wife and accompanying relatives staying at the MWH. 16 
Moreover, the husband had to take care of the children together with one of the 17 
assigned family members.  18 
11 
 
 “His duty is to make sure that he provides everything. He is the one to buy 1 
everything that the mother and child will need until she delivers and goes back 2 
home” (27 year old husband) 3 
Discussion 4 
The aim of this study was to explore husbands’ experiences and beliefs regarding 5 
utilisation of MWHs in Kalomo, Zambia. Overall, our findings show that husbands had a 6 
positive attitude towards MWHs and perceived benefits from using this service including 7 
mitigating long distance and improving access to facility-based delivery services. 8 
However, several challenges including a lack of financial resources and concerns about 9 
the availability and quality of social and medical services in the MWHs made it difficult 10 
for most husbands to support their wives  to use the homes.  11 
 12 
Husbands believe that MWHs are an important means to improving access to skilled 13 
and facility-based delivery and to prevent complications during labour and delivery. 14 
Their main role during pregnancy and childbirth mainly consists of making the final 15 
decision on the wife’s use of MWHs, providing money for food, transport and buying 16 
cleaning materials and clothes for the mother and the baby, and finding someone to 17 
take care of the children in the wife’s absence. These findings are in line with our 18 
previous research [18] and a study from Egypt [23] which reported that husbands 19 
played an important role in providing for their wives during pregnancy and childbirth, 20 
and in encouraging them to use health services.  21 
12 
 
In contrast with previous studies [5, 18, 20-22,25] which suggested that husbands’ 1 
decision-making role posed important barriers to women’s use of facility-based delivery 2 
services, our findings show that husbands play an important role in fostering women’s 3 
health seeking behaviour. Interestingly, although, husbands often make the final 4 
decision whether or not the woman should use the MWHs, they do not make decisions 5 
unilaterally. Rather, the decision-making process involves the husband and wife sitting 6 
down together and discussing preparations for childbirth, taking into consideration 7 
several factors including potential risks of labour complications if the woman delivered at 8 
home, and benefits of using MWHs and giving birth at the clinic. Moreover, some women 9 
made the final decision and only informed the husbands about it. Furthermore, 10 
decisions were made in consultation with family members. This finding is consistent with 11 
our previous findings [18] and those of other studies outside Zambia [23] which showed 12 
that maternal health issues were often discussed by husbands and wives.  13 
Consistent with previous studies from Zambia [2,5,6,7] and other developing countries 14 
[21,22], our findings show that most respondents‘ wives did not use the MWHs during 15 
their last pregnancy due to various reasons  including Moreover, when MWHs were 16 
available, both husbands and wives expressed a negative attitude due to their the 17 
perceived poor state and low quality of services non-availability of MWHs in some 18 
health facilities and  in the MWHs,  nonavailability of nurses and midwives to monitor 19 
pregnant women’s conditions to ensure their medical safety when staying in the MWHs. 20 
Moreover, when MWHs were available, both husbands and wives expressed a negative 21 
attitude due to their perceived poor state and low quality of services. Consequently, 22 
couples that were not satisfied with the quality of services in the MWHs did not use the 23 
13 
 
service. These findings are in line with our previous study [18] and other studies 1 
[2,5,6,7,21-22] which reported low utilisation of MWHs, mainly because of their poor 2 
state and a lack of basic social and medical services.  3 
 4 
Moreover, most husbands faced several important challenges, such as a lack of 5 
financial resources which made it difficult for them to provide for their wives intending to 6 
use the MWHs. Consequently, husbands that failed to find requisite funds often did not 7 
allow their hwives to use MWHs; some delayed making the decision for their wives to 8 
leave home to the last minute. This finding is in line with previous studies 9 
[2,5,6,19,20,25] which reported that a delay in decision-making at the family level was 10 
one of the important factors negatively affecting utilisation of various maternal 11 
healthcare services. In addition, this result stresses the importance of economic factors 12 
in influencing decisions regarding use of healthcare services [2,5,6,7,15, 21,22]. 13 
 
Some potential limitations of our study should be noted. First, these findings are only 14 
based on the experiences of the IDI respondents from the health centres with MWHs 15 
who came to use under five clinic services; experiences of husbands who did not utilise 16 
the services and those from the health centres without MWHs were not explored. Thus, 17 
these results may not be applicable to the individuals from communities/districts where 18 
MWH are not available. 19 
However, the current findings highlight the important barriers husbands perceive 20 
including lack of financial resources, poor quality of the MWHs and the low quality of 21 
healthcare services and medical safety for pregnant women staying in the MWHs. These 22 
14 
 
findings suggest important intervention targets for improving access to MWHs and 1 
skilled birth attendance in rural Zambia.  2 
Acknowledgements 3 
This work was supported by the Netherlands Organisation for International Cooperation 4 
(Nuffic) as part of the first author’s PhD scholarship, PhD/367.  5 
Conflict of Interest 6 
All authors declare there are no conflicting interests.  7 
References  8 
1. Thaddeus S and  Maine D. Too far to walk: maternal mortality in context. Social Science & 9 
Medicine, 1994; 38(8):1091-1110.  10 
 11 
2. Gabrysch S, Cousens S, Cox J, Campbell OMR. The influence of Distance and 12 
Level of Care on Delivery Place in Rural Zambia: A study of Linked National Data in 13 
Geographic Information System. PLos Med, 2011; 8(1): e100394. 14 
 15 
3. World Health Organisation. The World Health Report 2005: Make every mother and 16 
child count. http://whqlibdoc.who.int/.../9789241500265_eng.pdf. Published 2005. 17 
Accessed April 1, 2015. 18 
 19 
4. Central Statistics Office, Ministry of Health, Tropical Disease Research Centre, 20 
University of Zambia and Macro International Inc. Zambia Demographic and Health 21 
15 
 
Survey, 2007. Calverton, Maryland, USA: CSO and Macro International Inc., 2009: 1 
123-137. 2 
 http//:www.zamstats.gov.zm/nada/index.php/catalog/40. Published 2009. Accessed 3 
April 1, 2015. 4 
 5 
5. Sialubanje C, Massar K, Hamer DH and Ruiter RAC. Understanding the 6 
psychosocial and environmental factors and barriers affecting utilization of maternal 7 
healthcare services in Kalomo, Zambia: a qualitative study. Health Education 8 
Research, 2014; 29 (3): 521-32. 9 
 10 
6. Sialubanje C, Massar K, Hamer DH and Ruiter RAC. Psychosocial and 11 
Environmental Predictors of the Intention to Use Maternal Healthcare Services in 12 
Kalomo, Zambia. Health Education Research, 2014; 29 (6):1028-1040. 13 
7. Stekelenburg J, Kyanamina S, Mukelabai M Wolffers I, Roosmalen Jv.  Waiting  too 14 
long: low use of maternal health services in Kalabo,  Zambia. Trop Med Int Health, 15 
2004; 9(3):390–398.  16 
 17 
8. Hamer DH, Semrau K, Everett LL, Mazimba A, Seidenberg P, Goggin C et al.  18 
Emergency Obstetrical and neonatal capacity and health center access in Kalomo 19 
District, Zambia. Conference abstract presented to the Second Global Symposium on 20 
Health Systems Research, Beijing,China. November 2012. 21 
 22 
16 
 
9. Sullivan TR & Hirst JE. Reducing maternal Mortality: A Review of Progress and 1 
Evidence-Based Strategies to Achieve Millennium Development Goal 5. Health Care 2 
for Women International, 2011; 32 (10): 901-916.  3 
10. Ensor, T., Green, C., Quigley, P., Badru, A.R., Kaluba, D. & Kureya, T. (2013). 4 
Mobilising communities to improve maternal health: results of an intervention in rural 5 
Zambia. Bulletin of the World Health Organisation, 2013; 92: 51-59.  6 
11. Gow J, George G, Mwamba S, Ingombe L, Mutinta G. et al. An evaluation of the 7 
effectiveness of the Zambian Health Worker Retention Scheme (ZHWRS) for rural 8 
areas. African Health Sciences, 2013; 13(3): 800-807. 9 
12. World Health Organisation. 1996. Maternity waiting homes: a review of experiences.  10 
http://whqlibdoc.who.int/hq/1996/WHO_RHT_MSM_96.21.pdf?ua=1. Published 11 
1996. Accessed January 11,2015. 12 
 13 
13. van Lonkhuijzen L, Stegeman M, Nyirongo R and van Roosmalen J. Use of 14 
maternity waiting home in rural Zambia. African journal of reproductive health, 2003: 15 
7(1): 32-36. 16 
14. World Health Organisation.  WHO recommendations on health romotion 17 
interventions for maternal and newborn health 2015 18 
http://apps.who.int//iris/bitstream/10665/172427/1/9789241508742_report_eng.p19 
df?ua=1). Published 2015. Accessed July, 2015. 20 
17 
 
15. Millard P, Bailey J and Hanson J. Antenatal village stay and pregnancy outcome 1 
in rural Zimbabwe. The Central African journal of medicine, 1991: 37(1): 1-4. 2 
16. van Lonkhuijzen, L, Stekelenburg J & van Roosmalen J. (2012).  Maternity 3 
waiting  facilities for improving maternal and neonatal outcome in low-resource 4 
countries. Cochrane Database of Systematic Reviews, 10.  Cochrane Database 5 
Syst Rev. 2012; 10:CD006759. doi: 10.1002/14651858.CD006759.pub3 6 
17. Kelly J, Kohls E, Poovan P, Schiffer R, Redito A, Winter AH,et al. The role of a 7 
maternity waiting area (MWA) in reducing maternal mortality and stillbirths in high 8 
risk women in rural Ethiopia. BJOG: An International Journal of Obstetrics & 9 
Gynaecology, 2010; 117(11):1377-1383. 10 
18. Sialubanje C, Massar K, van der Pijl MSG, Kirch EM, Hamer DH, et al Ruiter 11 
ACR. Improving access to skilled facility-based delivery services:Women’s 12 
beliefs on facilitators and barriers to the utilisation of maternity waiting homes in 13 
rural Zambia. Reproductive Health journal, Under Review 2015;12:61 14 
doi:10.1186/s12978-015-0051-6. 15 
19. Wilson J, Collison  A, Richardson D, Kwofie Get al. The maternity waiting home 16 
concept: the Nsawam, Ghana experience. International Journal of Gynecology & 17 
Obstetrics,  Int J Gynecol Obstet 1997; 59 (2): S165-172. 18 
20. Sialubanje C, Massar K, Hamer DH and Ruiter RAC. Predictors of the Intention to 19 
Use Maternity Waiting Homes in Kalomo, Zambia. Analysed data, not submitted 20 
 21 
18 
 
21. Speizer IS, Story WT and   Singh K. Factors associated with institutional delivery 1 
in Ghana: the role of decision-making autonomy and community norms. BMC 2 
Pregnancy and Childbirth, 2014; 14:398. doi:10.1186/s12884-014-0398-7 3 
22. Titaley CR, Hunter CL, Dibley MJ and Heywood P, et al. Why do some women 4 
still prefer traditional birth attendants and home delivery? : A qualitative study on 5 
delivery care services in West Java province, Indonesia. BMC Pregnancy and 6 
Childbirth, 2010; 10:43. doi:10.1186/1471-2393-10-43 7 
23. Mpembeni RNM., Killewo J.Z., Leshabari MT, Massawe SN., Jahn A, Mushi D et 8 
al. & Mwakipa  H. (2007). Use pattern of maternal health services and 9 
determinants of skilled care during delivery in Southern Tanzania: implications for 10 
achievement of MDG-5 targets. BMC Pregnancy and Childbirth, 2007; 7, 29. doi:  11 
10.1186/1471-2393-7-29 12 
24.  Ohashi A, Higuchi M, Labeeb S, Mohamed AG, Chiang C, and Aoyama A.et al. 13 
2014. Family support for women’s health-seeking Behavior: a qualitative study in 14 
rural Southern Egypt (upper Egypt). Nagoya Journal of Medical Science, 2014; 76: 15 
17-25. 16 
25. King N and Horrocks C. Interviews in Qualitative Research. 1st Edition. SAGE 17 
Publications ltd, 2010: 25-41. 18 
 19 
26. Story WT, Burgard SA. Couples’ reports of household decision-making 20 
19 
 
and the utilization of maternal health services in Bangladesh. Soc Sci & Med, 2012; 1 
75 (12):2403–2411. 2 
 3 
 4 
 5 
20 
 
